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Objectives: Biologic disease modifying anti-rheumatic drugs (bDMARDs) have significantly improved the care of pa-
tients with rheumatic muscle-skeletal disorders (RMDs). Considering their immunosuppressive action, a theoretical 
increase of malignancy risk has been a major concern in the last few decades. The objective of this study is to analyze 
the incidence of malignancies in a cohort of patients affected by rheumatoid arthritis (RA), psoriathic arthritis (PsA), and 
ankylosing spondylitis (AS) treated with bDMARDs.
Methods: The charts of bDMARD-treated RMD patients were reviewed, and data about bDMARD exposure and malignant 
cancers (excluding non-melanoma skin cancer) were collected.
Results: 921 patients were included (median age: 50.59 years, 66.67% females); 1374 bDMARD treatments were admin-
istered, 87.12% were tumor necrosis factor inhibitors. A total of 21 malignant neoplasms were detected in 21 patients 
(61.90% females, median age at cancer diagnosis: 64.99 years), 66.67% in RA patients, 19.05% in PsA, and 14.28% in AS. 
Among them, 10 patients (47.62%) were treated with etanercept, 6 patients (28.57%) with adalimumab, and 1 case each 
with tocilizumab, certolizumab, golimumab, infliximab, and abatacept. The most common malignancies that we found 
were lung cancers, ductal mammary carcinomas, melanomas, and lymphomas. The incidence rate (IR) of malignancies 
in our cohort was 3.47 per 1000 person-years (p-y); the higher IRs were in RA patients (5.13 per 1000 p-y), in males (4.21 
per 1000 p-y), and in patients aged >70 years (10.14 per 1000 p-y).
Conclusions: The results of our study showed IR of malignancies in RMD patients treated with bDMARDs that is in 
agreement with literature data.
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Background

Biologic disease modifying anti-rheumatic drugs (bDMARDs)  
are highly efficient in significantly improving the care of 
patients with inflammatory rheumatic muscle-skeletal dis-
orders (RMD), like rheumatoid arthritis (RA), psoriatic  
arthritis (PsA), and ankylosing spondylitis (AS). However, 
the risk of treatment-related adverse events is a reality 
worrying both patients and drug providers. In particular, the 

risk of malignancy has been a major concern in the last  
decade. Traditionally, bDMARDs down-regulate the immune 
response, which is an important host mechanism in the con-
trol of cancer progression and, therefore, might theoretically 
affect risk of cancer incidence. On the other hand, chronic 
exposure to systemic inflammation has also been consid-
ered as a risk factor for cancer development, as it might  
increase cell proliferation, mutagenesis, oncogene activa-
tion, and angiogenesis.[1]
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Currently, there is a great amount of data regarding tumor 
necrosis factor inhibitor (TNFi), showing that its use is not 
associated with increased risk of cancers, while controversial 
results for non-melanoma skin cancer (NMSC) and lympho-
ma are reported.[2–6] These results are confirmed in subgroup 
analyses by underlying condition (RA, PsA, or AS) and type 
of TNFi agent (adalimumab, certolizumab, etanercept, golim-
umab, or infliximab), also considering the higher versus lower 
dosages.[5] Other bDMARDs have also been investigated: 
data on rituximab were reassuring even in patients with re-
cent malignancies, and tocilizumab as well did not show any 
increased risk of malignancies.[3,7,8] Other reports highlighted 
the increased risk of melanoma during abatacept treatment.[6]

The aim of our study was to analyze the incidence of malig-
nancies in a cohort of patients affected by RA, PsA, and AS 
treated with bDMARDs.

Patients and Methods

A retrospective study on patients followed at the Rheumatology 
Outpatient Clinic Azienda Ospedaliero Universitaria Careggi, 
Florence (Italy) was performed between 01/01/2000 and 
31/12/2015. In the study, we included patients with the  
diagnosis of RA, PsA, and AS treated with bDMARDs, either 
TNFi (etanercept, adalimumab, certolizumab, golimumab, 
infliximab) or non-TNFi (abatacept, tocilizumab, rituximab, 
anakinra, ustekinumab), according to international guidelines 
and on-label prescriptions. The study was approved by local 
institutional review board (IRB) (CAEVC protocol 15659), and 
patients signed informed consent.

A dedicated Microsoft Access database was created, includ-
ing baseline demographics (date of birth, sex, diagnosis and 
date of diagnosis, comorbidities), bDMARD (date of begin-
ning of bDMARD, name of bDMARD, date of interruption and 

reason), and malignancy (type of malignancy, histological 
 result, date of diagnosis, and years of exposition to bDMARD 
at the time of cancer diagnosis) data.

Patients with benign neoplasms and patients with cutaneous 
carcinomas different from melanoma skin cancers (MSCs) were 
excluded, because these malignancies are not recorded in local  
regional registries, such as the Associazione Italiana Registro 
Tumori (AIRTUM).[8] It is known that NMSCs are indolent malig-
nancies often diagnosed occasionally many years after the on-
set and treated on an outpatient basis from dermatologists. For 
this reason, these malignancies are poorly traceable and, conse-
quently, are underestimated with fluctuations in incidence rates.

Statistical analysis was performed using Statistical Analysis 
System (SAS) software, version 9.3.

For each continuous variable, medians and interquartile rang-
es (IRs) are reported, while for categorical variables,  absolute 
frequencies and percentages for each category are reported. 
Number of malignancies for 1000 person-year is calculated 
overall and stratified for gender, age, and diagnosis.

Results

A total of 921 patients were included in the analysis, with 
median age of 50.59 years (IR = 36.63–61.51 years) at the 
beginning of the first bDMARD and a prevalence of female 
gender (614 females, 66.67%).

During a median bDMARD exposure time of 5.17 years  
(IR = 2.20–8.47 years), the majority of patients in the study co-
hort were exposed to 1 bDMARD only (617 patients, 66.99%), 
211 patients (22.91%) were treated with 2 biologics, and 
63 patients (6.84%) with 3 biologics. The remaining 30 pa-
tients (3.26%) were exposed to ≥4 bDMARDs. In Table 1, the 

Table 1: Characteristics of the study population

Characteristics Total RA PsA AS

No. of patients, n (%) 921 (100) 468 (50.82) 237 (25.73) 216 (23.45)

 F, n (%) 614 (66.67) 379 (80.98) 143 (60.34) 92 (42.59)

 M, n (%) 307 (33.33) 89 (19.02) 94 (39.66) 124 (57.41)

Median age, years (IR) 50.59 (36.63–61.51) 53.21 (37.68–64.24) 50.99 (41.09–60.53) 42.24 (32.45–52.82)

No. of bDMARDs during observation, n (%)

 1 617 (66.99) 293 (62.61) 171 (72.15) 153 (70.83)

 2 211 (22.91) 115 (24.57) 49 (20.68) 47 (21.76)

 3 63 (6.84) 40 (8.55) 11 (4.64) 12 (5.56)

 4 17 (1.85) 11 (2.35) 4 (1.69) 2 (0.93)

 5 11 (1.19) 8 (1.71) 1 (0.42) 2 (0.93)

 6 2 (0.22) 1 (0.21) 1 (0.42) 0

Median time of exposure to bDMARDs, median years (IR) 5.17 (2.20–8.47) 5.66 (2.63–8.17) 4.11 (1.90–7.61) 5.13 (2.05–9.10)

F, female sex; M, male sex; IR, interquartile range; bDMARD, biologic disease modifying anti-rheumatic drug; RA, rheumatoid arthritis; PsA, psoriatic arthritis;  
AS, ankylosing spondylitis.
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characteristics of the study population, also divided according 
to the 3 diseases (RA, PsA, and AS), are reported.

A total of 1374 bDMARD treatments were administered. The 
majority was represented by TNFi (n = 1197, 87.12%): etan-
ercept (n = 503, 36.61%), adalimumab (n = 388, 28.24%), 
infliximab (n = 167, 12.15%), golimumab (n = 99, 7.21%), 
and certolizumab (n = 40, 2.91%). The remaining 177 
 patients (12.88%) were divided into 89 abatacept (6.48%), 
47 tocilizumab (3.42%), 36 rituximab (2.62%), 4 ustekinumab 
(0.30%), and 1 anakinra (0.07%) users.

A total of 21 malignant neoplasms, excluding NMSCs, were 
detected in 21 patients (2.28% of the study population), 
with a female prevalence (13 patients, 61.90%). The medi-
an age of these patients was 61 years (IR = 57–63 years), 
with a median age at cancer diagnosis of 64.99 years  
(IR = 60.42–68.99 years). The distribution of the malig-
nancies among age clusters showed the majority of cases  
(17 cases, 80.95%) between 40 and 70 years of age, and 
the remaining 4 cases (19.05%) in patients >70 years old. 
In patients <40 years of age, no cases of malignancy were 
found.

Considering the underlying RMD, 14 patients (66.67%) were 
affected by RA, and the rest were similarly divided between 
PsA (4 patients) and AS (3 patients).

Almost half of the population that developed a malig-
nancy was treated with etanercept at the moment of can-
cer  diagnosis (10 patients, 47.62%), while 6 patients were 
 receiving adalimumab (28.57%) and 1 case each received 
tocilizumab, certolizumab, golimumab, infliximab, and abata-
cept. The median time between the beginning of bDMARD 
treatment and the onset of malignancy was 2.42 years  
(IR = 1.50–4.25 years). The majority of patients (61.9%) 
at the moment of cancer diagnosis were undergoing treat-
ment with the first  bDMARD agent; only 38.1% of patients 
developed  malignancy during the second. The median time 
between the beginning of bDMARD and the onset of malig-
nancy was 2.42 years (IR = 1.50–4.25 years) in the whole 
cohort, with a value of 3 years (IR = 1.83–4.33 years) for 
the 10 patients treated with etanercept and 1.83 years  
(IR = 1.00–2.00 years) for the adalimumab-treated  
group. The characteristics of the cohort that develop a 
 malignancy during the period of  observation are reported in  
Table 2.

Analyzing the malignancies observed in our cohort  
(Table 3), we found the following: 5 lung cancers (23.81%), 3 
ductal mammary carcinomas (14.29%), 2 malignant cutane-
ous melanomas (9.52%), 2 cases of lymphoma (1 intestinal 
lymphoma and 1 non-Hodgkin lymphoma of parotid gland), 
and 1 case (4.76% each) of liposarcoma, tongue cancer, 
hepatic cancer, colon adenocarcinoma, myeloid leukemia, 

endometrial adenocarcinoma, gastric cancer, papillary blad-
der cancer, and larynx cancer.

In our cohort, the incidence rate (IR) of malignancies was 3.47 
per 1000 person-years (p-y). In Table 4, we report the IR of 
malignancies in the studied cohort, both global and stratified 
according to the rheumatologic condition, sex, and age. These 
data show that IR was higher in RA patients (5.13 per 1000 p-y), 
in males (4.21 per 1000 p-y), and in patients aged >70 years 
(10.14 per 1000 p-y).

Discussion

A correct evaluation of the neoplastic risk potentially 
 associated with the use of bDMARDs is highly complex and 
challenging. This is due to many reasons, in particular, the 
high incidence of malignancies in the general population. In 
fact, according to the annual report of AIRTUM, it is estimated 
that 1 out of 3 women and 1 out of 2 men in Italy will develop 

Table 2:  Characteristics of patients that developed malignancy during 
the observational period

Characteristics Total

No. of patients, n 21

Sex (F:M) 13:8

Median age at cancer diagnosis, years (IR) 64.99  
(60.42–68.99).

Distribution of cases in age clusters, n (%)

 < 40 years 0 

 40–70 years 17 (80.95)

 >70 years 4 (19.05)

Disease, n (%)

 RA 14 (66.67)

 PsA 4 (19.05)

 AS 3 (14.28)

No. of bDMARDs during observation, n (%)

 1 13 (61.9)

 2 8 (38.1)

Total exposure to bDMARDs, median years (IR) 7.84  
(3.79–12.83)

bDMARD at cancer diagnosis, n (%)

 Etanercept 10 (47.62)

 Adalimumab 6 (28.57)

 Golimumab 1 (4.76)

 Infliximab 1 (4.76)

 Certolizumab 1 (4.76)

 Abatacept 1 (4.76)

 Tocilizumab 1 (4.76)

Time from beginning of current bDMARD to  
malignancy (months; years)

2.42  
(IR = 1.50–4.25)

F, female sex; M, male sex; IR, interquartile range; bDMARD, biologic disease 
modifying anti-rheumatic drug; RA, rheumatoid arthritis; PsA, psoriatic arthritis; 
AS, ankylosing spondylitis.
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Table 3: Number and types of cancers and bDMARDs assumed

Type of cancer No. of  
patients, n (%)

bDMARDs  
at diagnosis

Lung cancer 5 (23.81) 3 ETA; 1 ADA; 1 GOL

Breast cancer 3 (14.29) 2 ETA; 1 CTZ

Melanoma 2 (9.52) 2 ADA

Lymphoma 2 (9.52) 1 ETA; 1 ADA

Liposarcoma 1 (4.76) ETA

Tongue carcinoma 1 (4.76) ETA

Hepatic cancer 1 (4.76) TCZ

Colon adenocarcinoma 1 (4.76) ETA

Myeloid leukemia 1 (4.76) ADA

Endometrial adenocarci-
noma

1 (4.76) ADA

Gastric cancer 1 (4.76) IFX

Papillary bladder cancer 1 (4.76) ABA

Larynx cancer 1 (4.76) ETA

ETA, etanercept; ADA, adalimumab; GOL, golimumab; CTZ, certolizumab; TCZ, 
tocilizumab; IFX, infliximab; ABA, abatacept; bDMARD, biologic disease modifying 
anti-rheumatic drug.

Table 4: Cancer incidence rates

Characteristics
No. of  
cases

No. of patients in 
general cohort p-y

IR  
(1000 p-y)

Total, n 21 921 6049.14 3.47

Gender, n

 Female 13 614 4151.23 3.13

 Male 8 307 1897.91 4.21

Age

 <40 years 0 1738.47 0

 40–70 years 17 3913.53 4.34

 >70 years 4 394.27 10.14

Diagnosis

 RA 14 468 2730.22 5.13

 PsA 4 237 2055.06 1.95

 AS 3 216 1263.86 2.37

p-y, person-years; IR, incidence rate; RA, rheumatoid arthritis; PsA, psoriatic arthri-
tis; AS, ankylosing spondylitis.

a cancer during their lifetimes. For breast and prostate can-
cers, the most frequent in each gender, the probability is 1 
out of 8; for lung cancer, 1 out of 10 in men and 1 out of 37 in 
women, while for colorectal cancer, 1 out of 11 in men and 1 
out of 18 in women.

In addition, rheumatic diseases are associated with an intrin-
sic neoplastic risk, due to the chronic inflammatory status. 
An association between hematologic cancers and RA was 
first reported in a study published in 1982.[9] After this re-
port, a considerable amount of evidence supporting the view 
of RA as a condition with an increased  malignancy risk has 
emerged. Two meta-analyses by Smitten et al.[10] and Simon 
et al.[11] showed a small  increased risk of overall malignancies 

in RA patients, compared with the general population, and 
found a pattern of risk for site specific malignancies, in par-
ticular, lymphoma and lung cancer, with a standardized inci-
dence ratio (SIR) of 2.08 and 1.63, respectively; these data 
were confirmed in a more recent study on a Swedish cohort.[11]  
One of the mechanisms underlying the increased risk of lym-
phoma in RA patients include the presence of a persistent im-
munologic stimulation, possible leading to a clonal  selection 
and malignant transformation of immune system cells and to 
a reduction of number and function of  T-suppressor lympho-
cytes and of natural killer cell activity. Extra-skeletal manifes-
tations of RA, in particular Felty’s syndrome and Sjogren’s 
syndrome, confer a further increase in the risk of develop-
ing non-Hodgkin lymphomas.[12] The observed association 
between RA and lung cancer may result from chronic lung 
inflammation and/or the presence of interstitial lung disease 
related to RA. In addition, cigarette smoking is a risk factor for 
RA and lung cancer and would explain an indirect association 
between them.[10,11] The risk of lymphoma and lung cancer 
has been hypothesized to be dependent on the level of dis-
ease activity.[11] A reduction of risk to develop colorectal and 
breast cancer in RA patients compared to general popula-
tion has emerged. In particular, the reduced risk of colorectal 
cancer was attributed to the long-term use of non-steroidal 
anti-inflammatory drugs in RA patients.[10]

In spondyloarthropathies, the neoplastic risk has been less 
studied than in RA but an increase of overall malignancy 
risk in PsA and AS patients compared to general population 
still emerges from the literature.[12,13] More specifically, this 
emerges in breast cancer for PsA,[12] digestive system malig-
nancies for AS,[13] and hematologic malignancies for both.[13,14]

Given the neoplastic risk in RMD per se, whether there is evi-
dence of a direct effect of bDMARDs in the development of 
malignancies is still an open question. Immunosuppressive 
therapy would, in fact, be expected to favor uncontrolled cell 
growth. However, current evidences support inflammation as 
a key component for the tumor initiation and progression and, 
conversely, that the reduction of systemic inflammation would 
result in a decreased neoplastic risk in these conditions. In 
2006, Bongartz et al.[15] published the first meta-analysis of 
randomized controlled trials suggesting a dose-dependent 
increase of malignancy risk in RA patients treated with TNFi 
(adalimumab and infliximab), mainly of lymphomas. Later, 
a similar meta-analysis on etanercept in RA showed a non-
statistically significant increase of malignancy risk.[16] Finally, 
data from recent meta-analysis of RA registries have not 
found any increase in the overall cancer risk in the patients 
treated with TNFi compared to non-treated patients[2,5,17–22] or 
to the patients treated with conventional synthetic DMARDs 
(csDMARDs).[22] A significantly increased risk for all cancers 
was observed when comparing the TNFi-treated RA patients 
with the general population.[23] These results suggest that in-
creased malignancy risk could be associated with disease 
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in the general population, followed by melanomas and lym-
phomas, which are suspected to be more frequent in TNFi-
treated patients.

The strength of this study is the large cohort of patients en-
rolled, including a wide number of bDMARDs and malignan-
cies. However, there are also many limitations: first of all, 
the observational retrospective nature of the study and the 
problem of missing data associated with it. Moreover, we did 
not collect data about concomitant drugs, such as corticoste-
roids and csDMARDs, which could also have an influence on 
the malignancy risk. In fact, a study on a cohort from Taiwan 
showed that RA patients had an increased risk of NMSC, in 
particular (i) those receiving higher doses of corticosteroids, 
methotrexate, and hydroxychloroquine and (ii) those receiv-
ing more types of DMARDs in combination or in sequence.[35] 
In addition, we have registered only a small number of malig-
nancies in patients treated with non-TNFi (1 case related to 
abatacept and 1 case to tocilizumab).

In the future, it would be interesting to expand the patient 
cohort to add more information about comorbidities and con-
comitant medications in order to also examine other possible 
cancer risk factors and to compare our data with the risk of 
the general population.

Conclusions

Our data analyze the risk of cancer on a large cohort of pa-
tients affected by RMD and treated with bDMARDs, observed 
for a long follow-up. Despite the abovementioned limitations, 
the results of our study are in agreement with the literature 
data, in particular, regarding cancer IR. Further studies to 
analyze the roles of csDMARDs, comorbidities, and all the 
bDMARDs, both TNFi and non-TNFi, are warranted.

activity rather than with treatment. Also, for PsA and AS pa-
tients treated with TNFi, literature evidenced a non-increased 
malignancy risk compared to the general population.[5,17,21,24]

Contrasting results about site-specific cancers are available, 
in particular regarding skin and hematologic neoplasms in 
RA patients. A large meta-analysis of 74 trials showed an  
increased risk of NMSC in RA patients with a HR of 2.02 (95% 
CI, 1.11–3.95),[24] not confirmed by another meta-analyses  
including fewer studies.[25,26] Data from the ARTIS registry con-
firmed the increased risk of NMSC in RA patients, in  particular 
for basal cell cancer[27] and for melanomas, unlike previous 
meta-analyses.[17] In RA patients treated with TNFi, concern-
ing the risk of lymphoma, the study of Berghen et al.[28] sug-
gested an increased risk of lymphoma but the results from 
BSRBR-RA registry did not corroborate this result.[29]

Other bDMARDs have been much less studied, but the data 
from meta-analyses and long-term extension studies showed 
no increased overall malignancy risk for rituximab, abatacept, 
and tocilizumab.[21,25,30–33] Recently, other studies suggested 
that abatacept use is associated with a slight increase in skin 
cancer risk, both NMSC[34] and MSC.[6]

In our cohort, the IR of malignancy was 3.47 per 1000 p-y, 
with a higher value was found in the RA subgroup (5.2 per 
1000 p-y). These results are in line with literature data: the 
meta-analysis of Chen et al.[2] showed an IR of 5.1–13.8 per 
1000 p-y in RA patients treated with TNFi, while the study of 
an Italian group found an IR of 8.7 per 1000 p-y.[19] In addition, 
we found a high IR in patients aged >70 years, according to 
the fact that age is one of the most important neoplastic risk 
factors.

The most frequent malignancies in our cohort were lung 
and breast cancer, which are among the commonest also 

Acknowledgements

None.

Declarations

None.

Conflict of Interest

CB received honoraria from Eli-Lilly; FB received honoraria from Sigma-Tau. LC, SP, LT, GF, FN, GL, MO, DM, LA, AMP: none. MMC reports 
receipt of grant/research support and/or speaker’s bureau attendance from Pfizer, GlaxoSmithKline, Bristol-Myers Squibb, Bayer–MSD, 
Biogen, and Eli Lilly.

Ethical Statement

None.

RIR-Vol1(1).indb   43 04/11/20   6:11 PM



44

RHEUMATOLOGY AND IMMUNOLOGY RESEARCH

Communication • DOI: 10.2478/rir-2020-0001 • 1(1) • 2020 • 39–45

[1] Xie W, Xiao S, Huang Y, et al. A Meta-Analysis of Biologic Thera-
pies on Risk of New or Recurrent Cancer in Patients with Rheuma-
toid Arthritis and a Prior Malignancy. Rheumatology (Oxford). 2020 
May 1;59(5):930–939.
[2] Chen Y, Friedman M, Liu G, et al. Do Tumor Necrosis Factor 
Inhibitors Increase Cancer Risk in Patients With Chronic Immune-
Mediated Inflammatory Disorders? Cytokine. 2018;101:78–88. doi: 
10.1007/s10067-015-3115-7.
[3] Seror R, Mariette X. Malignancy and the Risks of Biologic Thera-
pies: Current Status. Rheum Dis Clin North Am. 2017;43(1):43–64.
[4] Maneiro JR, Souto A, Gomez-Reino JJ. Risks of Malignancies 
Related to Tofacitinib and Biological Drugs in Rheumatoid Arthritis: 
Systematic Review, Meta-analysis, and Network Meta-analysis. Se-
min Arthritis Rheumat. 2017;47(2):149–156. doi: 10.1016/j.semar-
thrit.2017.02.007.
[5] Bonovas S, Minozzi S, Lytras T, et al. Risk of Malignancies 
Using Anti-TNF Agents in Rheumatoid Arthritis, Psoriatic Arthri-
tis, and Ankylosing Spondylitis: A Systematic Review and Meta-
analysis. Exp Opin Drug Safety. 2016;15(Suppl 1):35–54. doi: 
10.1080/14740338.2016.1238458.
[6] Berghen N, Teuwen LA, Westhovens R, et al. Malignancies and 
Anti-TNF Therapy in Rheumatoid Arthritis: A Single-Center Obser-
vational Cohort Study. Clin Rheumatol. 2015;34:1687–1695. doi: 
10.1007/s10067-015-3026-7.
[7] de Germay S, Bagheri H, Despas F, et al. Abatacept in Rheuma-
toid Arthritis and the Risk of Cancer: A World Observational Post-
Marketing Study. Rheumatology. 2019;1–8.
[8] Kim SC, Pawar A, Desai RJ, et al. Risk of Malignancy Associ-
ated With Use of Tocilizumab Versus Other Biologics in Patients With 
Rheumatoid Arthritis: A Multi-database Cohort Study. Semin Arthritis 
Rheumat. 2019;49:222–228.
[9] Associazione Italiana Registri Tumori. 0000 Available from: https://
www.registri-tumori.it/cms/[Online].
[10] Smitten AL, Simon TA, Hochberg MC, et al. A Meta-analysis of 
the Incidence of Malignancy in Adult Patients With Rheumatoid Ar-
thritis. Arthritis Res Ther. 2008;10:R45. doi: 10.1186/ar2404.
[11] Simon TA, Thompson A, Gandhi KK, et al. Incidence of 
 Malignancy in Adult Patients With Rheumatoid Arthritis: A Meta-
analysis. Arthritis Res Ther. 2015;17:212. doi: 10.1186/s13075-
015-0728-9.
[12] Gridley G, Klippel JH, Hoover RN, et al. Incidence of Cancer Among 
Men With the Felty Syndrome. Ann Intern Med. 1994;120(1):35–39. 
doi: 10.7326/0003-4819-120-1-199401010-00006.
[13] Wilton KM, Crowson CS, Matteson EL. Malignancy Incidence 
in Patients With Psoriatic Arthritis: A Comparison Cohort-Based Inci-

Informed Consent

None.

Funding

None.

References

dence Study. Clin Rheumatol. 2016;35(10):2603–2607. doi: 10.1007/
s10067-016-3396-5.
[14] Deng C, Li W, Fei Y, et al. Risk of Malignancy in Ankylosing 
Spondylitis: A Systematic Review and Meta-Analysis. Sci Rep. 
2016;6:32063. doi: 10.1038/srep32063.
[15] Wilcox Hagberg K, Li L, Peng M, et al. Rates of Cancers and 
Opportunistic Infections in Patients With Psoriatic Arthritis  Compared 
With Patients Without Psoriatic Arthritis. J Clin Rheumatol. 
2016;22(5):241–247. doi: 10.1097/RHU.0000000000000364.
[16] Bongartz T, Sutton AJ, Sweeting MJ, et al. Anti-TNF Antibody 
Therapy in Rheumatoid Arthritis and the Risk of Serious Infec-
tions and Malignancies: Systematic Review and Meta-Analysis 
of Rare Harmful Effects in Randomized Controlled Trials. JAMA. 
2006;295:2275–2285.
[17] Dreyer L, Mellemkjær L, Rødgaard Andersen A, et al. Incidences 
of Overall and Site Specific Cancers in TNFα Inhibitor Treated Pa-
tients With Rheumatoid Arthritis and Other Arthritides—A Follow-up 
Study From the DANBIO Registry. Ann Rheum Dis. 2013;72:79–82. 
doi: 10.1136/annrheumdis-2012-201969.
[18] Mariette X, Matucci-Cerinic M, Pavelka K, et al. Malignancies 
Associated With Tumour Necrosis Factor Inhibitors in Registries 
and Prospective Observational Studies: A Systematic Review and 
Meta-Analysis. Ann Rheum Dis. 2011;70:1895–1904. doi: 10.1136/
ard.2010.149419.
[19] Askling J, Fored CM, Brandt L, et al. Risks of Solid Cancers in 
Patients With Rheumatoid Arthritis and After Treatment With Tumour 
Necrosis Factor Antagonists. Ann Rheum Dis. 2005;64:1421–1426. 
doi: 10.1136/ard.2004.033993.
[20] Bobbio-Pallavicini F, Caporali R, Sarzi-Puttini P, et al. Tumour 
Necrosis Factor Antagonist Therapy and Cancer Development: 
Analysis of the LORHEN Registry. Autoimmun Rev. 2010;9:175–180.  
doi: 10.1016/j.autrev.2009.07.006.
[21] Haynes K, Beukelman T, Curtis JR, et al., On Behalf of 
the Safety Assessment of Biological thERapeutics (SABER) 
 Collaboration. Tumor Necrosis Factor Alpha Inhibitor Therapy and 
Cancer Risk in Chronic Immune Mediated Diseases. Arthritis Rheum. 
2013;65(1):48–58. doi: 10.1002/art.37740.
[22] Wadström H, Frisell T, Askling J, for the Anti-Rheumatic Therapy 
in Sweden (ARTIS) Study Group. Malignant Neoplasms in Patients 
With Rheumatoid Arthritis Treated With Tumor Necrosis Factor 
Inhibitors, Tocilizumab, Abatacept, or Rituximab in Clinical Prac-
tice A Nationwide Cohort Study From Sweden. JAMA Intern Med. 
2017;177(11):1605–1612. doi: 10.1001/jamainternmed.2017.4332.
[23] Bongartz T, Warren FC, Mines D, et al. Etanercept Therapy in 
Rheumatoid Arthritis and the Risk of Malignancies: A Systematic 

RIR-Vol1(1).indb   44 04/11/20   6:11 PM



45

RHEUMATOLOGY AND IMMUNOLOGY RESEARCH

Communication • 10.2478/rir-2020-0001 • 1(1) • 2020 • 39–45

Clinical Trial Program Over 11 Years. J Rheumatol. 2015;42(10): 
1761–1766. doi: 10.3899/jrheum.150051.
[31] Simon TA, Smitten AL, Franklin J, et al. Malignancies in the Rheu-
matoid Arthritis Abatacept Clinical Development Programme: An Epi-
demiological Assessment. Ann Rheum Dis. 2009;68(12):1819–1826. 
doi: 10.1136/ard.2008.097527.
[32] Schiff MH, Kremer JM, Jahreis A, et al. Integrated Safety in Tocilizum-
ab Clinical Trials. Arthritis Res Ther. 2011;13(5):R141. doi: 10.1186/ar3455.
[33] Emery P, Furst DE, Kirchner P, et al. Risk of Malignancies in 
Patients With Rheumatoid Arthritis Treated With Rituximab: Analyses 
of Global Postmarketing Safety Data and Long-Term Clinical Trial 
Data. Rheumatol Ther. 2020;7(1):121–131. doi: 10.1007/s40744-
019-00183-6.
[34] Montastruc F, Renoux C, Dell’Aniello S, et al. Abatacept Initiation 
in Rheumatoid Arthritis and the Risk of Cancer: A Population-Based 
Comparative Cohort Study. Rheumatology. 2019;58:683–691. doi: 
10.1093/rheumatology/key352.
[35] Tseng HW, Lu LY, Lam HC, et al. The Influence of Disease-Mod-
ifying Anti-rheumatic Drugs and Corticosteroids on the Association 
Between Rheumatoid Arthritis and Skin Cancer: A Nationwide Retro-
spective Disease Case-Control Study in Taiwan. Clin Exp Rheuma-
tol. 2018;36:471–478.
[36] Isomaki HA, Hakulinen T, Joutsenlahti U. Excess Risk of Lym-
phomas, Leukemia and Myeloma in Patients With Rheumatoid Arthri-
tis. Ann Rheum Dis. 1982;41(Suppl 1):34–36.
[37] Hellgren K, Baecklund E, Backlin C, et al. Rheumatoid Arthritis 
and Risk of Malignant Lymphoma. Is the Risk Still Increased? Arthritis 
and Rheumatol. 2017;69(4):700–708. doi: 10.1002/art.40017.
[38] Mercer LK, Lunt M, Low ALS, et al.; BSRBR Control Centre 
Consortium. Risk of Solid Cancer in Patients Exposed to Anti-
Tumour Necrosis Factor Therapy: Results From the British Soci-
ety for Rheumatology Biologics Register for Rheumatoid Arthritis. 
Ann Rheum Dis. 2015;74(6):1087–1093. doi: 10.1136/annrheum-
dis-2013-204851.

Review and Individual Patient Data Meta-analysis of Randomised 
Controlled Trials. Ann Rheum Dis. 2009;68:1177–1183. doi:10.1136/
ard.2008.094904.
[24] Hellgren K, Dreyer L, Arkema EV, et al.; ARTIS Study Group, 
for the DANBIO Study Group. Cancer Risk in Patients With 
Spondyloarthritis Treated With TNF Inhibitors: A Collaborative 
Study From the ARTIS and DANBIO Registers. Ann Rheum Dis. 
2017;76(1):105–111. doi: 10.1136/annrheumdis-2016-209270.
[25] Askling J, Fahrbach K, Nordstrom B, et al. Cancer Risk With 
Tumor Necrosis Factor Alpha (TNF) Inhibitors: Meta-Analysis of 
Randomized Controlled Trials of Adalimumab, Etanercept, and In-
fliximab Using Patient Level Data. Pharmacoepidemiol Drug Saf. 
2011;20(2):119–130. doi: 10.1002/pds.2046.
[26] Lopez-Olivo MA, Tayar JH, Martinez-Lopez JA, et al. Risk of 
Malignancies in Patients With Rheumatoid Arthritis Treated With 
 Biologic Therapy: A Meta-Analysis. JAMA. 2012;308(9):898–908. 
doi: 10.1001/2012.jama.10857.
[27] Le Blay P, Mouterde G, Barnetche T, et al. Short-Term Risk of To-
tal Malignancy and Nonmelanoma Skin Cancers with Certolizumab 
and Golimumab in Patients with Rheumatoid Arthritis: Metaanaly-
sis of Randomized Controlled Trials. J Rheumatol. 2012;39:4. doi: 
10.3899/jrheum.110982.
[28] Raaschou P, Simard JF, Asker Hagelberg C, et al. Rheuma-
toid Arthritis, Anti-tumour Necrosis Factor Treatment, and Risk of 
Squamous Cell and Basal Cell Skin Cancer: Cohort Study Based 
on Nationwide Prospectively Recorded Data From Sweden. BMJ. 
2016;352:i262. doi: 10.1136/bmj.i262.
[29] Mercer LK, Galloway JB, Lunt M, et al.; BSRBR Control Centre Con-
sortium e Symmons DPM. Risk of Lymphoma in Patients Exposed to An-
titumour Necrosis Factor Therapy: Results From the British Society for 
Rheumatology Biologics Register for Rheumatoid Arthritis. Ann Rheum 
Dis. 2017;76(3):497–503. doi: 10.1136/annrheumdis-2016-209389.
[30] van Vollenhoven RF, Fleischmann RM, Furst DE, et al. Longterm 
Safety of Rituximab: Final Report of the Rheumatoid Arthritis Global 

RIR-Vol1(1).indb   45 04/11/20   6:11 PM




